INTRODUCTION
Sweet syndrome (SS) (acute febrile neutrophilic dermatosis) is an uncommon entity with specifi c clinical and histopathological characteristics. The predominant clinical feature of painful, asymmetric, reddish skin lesions refl ects the microscopic image of diffuse upper dermal infi ltrate of mature neutrophils and is usually accompanied by signs and symptoms including pyrexia > 38 o C, malaise and arthralgias. Based on its etiology, SS is divided into idiopathic, malignancy-related and drug-related. 1 A pregnancyassociated form has also been reported. 2 In some cases, extracutaneous involvement may occur. 3 The main characteristic of the syndrome is the dramatic response to oral corticosteroids. Improvement is also feasible by controlling the underlying disease which may be a solid or a hematological malignancy, an infection or an autoimmune disease.
CASE PRESENTATION
A 68-year-old male smoker, with a medical history of hypertension treated with irbesartan for the last eleven years presented to our hospital complaining about diarrhea which initiated fi ve days ago, and fever. He also reported gradually established fatigue and skin rashes localized in his extremities and chest and causing burning pain (Fig. 1A,B (Fig. 1C) 
DISCUSSION
Acute febrile neutrophilic dermatosis is a reactive process occurring in response to systemic factors, such as infl ammation, hematologic disease, infection, or drug exposure. 4 Despite the fact that the pathogenesis of SS has not been totally determined, cytokines seem to have an etiologic role. Granulocyte colony-stimulating factor (G-CSF), granulocyte macrophage colony-stimulating factor (GM-CSF), interferon-gamma (IFN-γ), interleukin 1 (IL-1) , IL-3, IL-6, and IL-8 are potential candidates in the pathogenesis of SS. 5 The relationship between SS and cancer is strong; it is suggested that it may be an indicator of underlying malignancy or its relapse. 6 Hematologic malignancies are thought to be more common causes of SS compared to solid tumors and acute myeloid leukemia seems to be the predominant one. 6 On this context, our patient underwent cancer screening tests and the possibility of malignancy was ruled out. Drug-induced SS has been associated with antibiotics, antiviral and antifungal agents, granulocyte-colony stimulating factor (G-CSF), non-steroidal anti-infl ammatory drugs (NSAIDs), vaccines and even proton pump inhibitors (PPIs). 7 None of these agents had been administered to our patient before the onset of symptoms. Multiple infections have been associated with SS and the upper respiratory tract Streptococcal infections are the most common. Other infectionrelated causes include bacteria and viruses. 8 The gastrointestinal infections that have been accused of provoking SS are mainly caused by Salmonella, Yersinia or Campylobacter bacteria. 1, 10 Yet, despite the multiple fecal and blood cultures, no pathogen was isolated and the symptoms were self-limited; therefore, the enteritis was attributed to a viral gastrointestinal infection. On admission, our patient fulfi lled one of the two major criteria and three of the four minor criteria (Table 1) ; therefore the probability of SS was high. On day two, he started the oral corticosteroid treatment with gradual resolution of the rashes and on day four he underwent a skin biopsy, which confi rmed the diagnosis of SS (Fig. 1) . Musculoskeletal system, central nervous system, eyes, kidneys, gastrointestinal system, cardiovascular system, respiratory system, mouth and spleen can be the sites of extracutaneous manifestations of SS. The combination of ulcerative colitis and uveitis with SS has also been described. 9 Musculoskeletal manifestations including arthralgias and myalgias have been found in 12-59% of the cases 10 , yet only a few reports of arthritis have been published and they usually describe asymmetric polyarthritis. 9, 11, 12 Our patient presented with a monoarthritis which appeared almost simultaneously with the skin lesions and gradually resolved with the corticosteroid treatment. To the best of our knowledge, it is the fi rst report of SS that was ignited by non-bacterial enteritis, accompanied by acute reactive monoarthritis; the uncommonness of the case is overemphasized by the fact that the malignancy-unrelated SS has a strong female predominance, with a female-to-male ratio of 15:1. [13] [14] [15] CONCLUSION SS, though uncommon, is an important entity to be recognized among health care providers. The clinical fi ndings together with laboratory tests should lead to pathology confi rmation and be followed by exclusion of the possibility of malignancy coexistence.
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